This paper uses data mining approach to analyse patterns of contraceptive use in India by comparing contraceptive use among groups of women with distinct demographic, economic, cultural, and social characteristics. The analysis suggests that currently married, nonpregnant women aged 15-49 years in India can be classified into 13 mutually exclusive groups on the basis of six characteristics of women-surviving children, household standard of living, religion, women's years of schooling, husbands' education, and residence. Contraceptive use pattern in these 13 groups is essentially different and reflects the orientation of family planning efforts, especially, official family planning efforts in the country. The observed differences in the patterns of contraceptive use have important policy and programme implications in the context of universal access to family planning.
Introduction
Contraception is one of the proximate determinants of fertility and the most important predictor of fertility transition [1, 2] . The choice of the contraceptive method, however, is influenced by a host of interdependent demographic, cultural, economic, and social factors which means that a multidimensional approach needs to be adopted for analysing the contraceptive use pattern. Any analysis based on a single indicator is unlikely to capture all the dimensions of contraceptive method choice.
Contraceptive use can be characterised in terms of both prevalence of different contraceptive methods and specific characteristics of acceptors which differentially influence use of different contraceptive methods. The challenge is how to classify contraceptive use pattern on the basis of a selected set of characteristics of acceptors. Identification of similarities and dissimilarities in the acceptors of different contraceptive methods is important in understanding contraceptive use dynamics.
India was the first country in the world to adopt an official population policy and launch official family planning programme way back in 1952 which remains the mainstay of family planning efforts. During its early years, the programme focussed on the health rationale of family planning. Family planning as a strategy for population stabilisation received attention only after 1971 population census [3] . This strategy resulted in an increase in the proportion of couples effectively protected from 12.4 percent during 1971-72 to 46.5 percent during 1995-96 but remained stagnant during 1995-96 through 2003-04 and decreased to 40.4 during 2010-11. After the launch of the National Rural Health Mission in 2005, the official family planning programme has been subsumed in the reproductive and child health component of the Mission [4] . However, universal adoption of small family norm still remains a distant dream in India. During 2007-08, only about 54 percent of the currently married women aged 15-49 years or their husbands were using a contraceptive method to regulate their fertility [5] and the contraceptive prevalence rate appears to have stagnated after 2004 [6] . Moreover, contraceptive practice in India is known to be very heavily skewed towards terminal methods which means that contraception in India is practised primarily for birth limitation rather than birth planning.
In this paper, we analyse the pattern of contraceptive use in India through data mining approach. By pattern of contraceptive use, we mean both prevalence of different contraceptive methods and contraceptive method mix. Data mining is essentially the process of discovering knowledge from data [7] . There is a large number of methods that are available for the purpose [8, 9] . Some of these have 2 International Journal of Population Research grounding in statistics, while others have stemmed from artificial intelligence. One of the data mining approaches is decision tree which is intuitively more appealing than other model-based classification approaches such as logistic regression. Popular decision tree algorithms include CART and CHAID. CART (Classification and regression tree) is a nonparametric technique that can select from a large number of variables those variables and their interaction that are most important in determining the outcome variable to be explained [10] . We apply CART decision tree algorithm to identify women with distinct social, economic, cultural, and demographic characteristics who have different contraceptive use pattern and then analyse how the pattern of contraceptive use varies across these groups.
The paper is organised as follows. Section 2 describes the data used in the analysis. Section 3 outlines the method while Section 4 presents the classification tree of contraceptive use. Section 5 presents a comparative analysis of the pattern of contraceptive use in different groups of women identified through the application of CART algorithm. Policy and programme implications of contraceptive use pattern are discussed in Section 6. Section 7 summarises findings of the analysis and draws main conclusions.
The Data
Data for the present analysis are derived from the district level household and facility survey (DLHS) 2007-08 which covered more than 720 thousand households in all districts of 28 states and 6 union territories of the country as they existed at the time of the survey [5] . The survey could not be carried out in Nagaland. During the survey, information related to contraceptive use by the woman or her husband was collected along with their selected social, economic, cultural, and demographic characteristics from more than 604 thousand currently married women aged 15-49 years.
The present analysis is based on the information related to 555,665 currently married women aged 15-49 years who were either not pregnant or not sure about their pregnancy status at the time of the survey. About 8 percent or 49,139 of currently married women reported at the time of the survey that they were pregnant and so were excluded from the analysis. For the present analysis, contraceptive methods were grouped into three categories-terminal methods (female and male sterilisation), modern spacing methods (intrauterine device, daily or weekly pill, female or male condom, and injectable), and traditional methods (rhythm, withdrawal, and all other methods). The pattern of contraceptive use has been analysed in terms of six characteristics of women-number of surviving children (0, 1, 2-3, and >3), religion (Hindu, Muslim, and others), residence (rural and urban), number of years of schooling of the woman and her husband (1-8 years, 9-12 years, and >12 years), and household standard of living (very low, low, average, high, and very high). The living standard of the household was determined on the basis of the household wealth index which has been estimated on the basis of household level assets, amenities, and durables available at the time of the survey. The standard of living of a household was categorised as very low if the wealth index of the household was less than the lowest wealth quintiles. The standard of living of a household was categorised as very high if the household wealth index was more than the highest wealth quintiles [5] . Similarly, the standard of living of a household was categorised as low if the wealth index of the household was more than the lowest wealth quintiles but less than the second wealth quintiles; average if the wealth index of the household was more than the second wealth quintiles but less than the third wealth quintiles; and high if the wealth index of the household was more than the third wealth quintiles but less than the fourth wealth quintiles. Table 1 gives the distribution of currently married, nonpregnant women aged 15-49 years surveyed during DLHS 2007-08 by selected demographic, economic, cultural, and social characteristics. About 8 percent of the women surveyed had no surviving child, while about 15 percent of women had one surviving child. About one-fourth of the women surveyed had two surviving children and almost half of them had more than two surviving children. Majority of the women were residing in rural areas and were Hindu by religion. Around 47 percent of them had no schooling, while less than 5 percent had more than 12 years of schooling. By contrast, husbands of about one-fourth women had no schooling, while one in every ten had more than 12 years of schooling. On the other hand, around 16 percent of women belonged to households with very low standard of living; 19 percent belonged to households with low standard of living; 20 percent belonged to households with average standard of living; 21 percent belonged to households with high standard of living; and almost 23 percent belonged to households with very high standard of living. Table 1 also presents prevalence of contraception among women included in this analysis. About 58 percent of the currently married, nonpregnant women, aged 15-49 years in India, were using some contraceptive methods at the time of DLHS 2007-08 with significant variation across different demographic, economic, cultural, and social characteristics of women. Contraceptive use ranged from just about 8 percent among women having no surviving child to more than 68 percent among women with at least two surviving children. There appears a direct relationship between the prevalence of contraception and standard of living of the household and schooling of women and their husbands. The prevalence of contraception is found to be the highest among women belonging to households with very good standard of living and among women with more than 12 years of schooling but lowest among women belonging to households with very low standard of living and among women who had never been to the school. Contraceptive use has also been found to be relatively high among urban as compared to rural women. Across different religions, contraceptive prevalence has been found to be the lowest among Muslim women but the highest among Hindu women. Among women of other religions, contraceptive prevalence has been found to be very close to that among Hindu women.
The highly skewed contraceptive method mix in India is reflected from the fact that almost 68 percent of contraceptive users in the country had adopted terminal methods of contraception, while only about one-fifth were using a modern spacing method. Users of traditional methods, on the other hand, accounted for around 12 percent of the total contraceptive users in the country. The contraceptive method mix is heavily skewed towards terminal methods among rural women; among women belonging to poorest, poor, and middle income households; and among Hindu women. On the other hand, at least half of the contraceptive users having at least 12 years of schooling were using a modern spacing method. Similarly, more than half of the users having either no or one surviving child were using a modern spacing method, while around 40 percent were using a traditional method.
The Method
The method adopted in the present analysis first classifies currently married, nonpregnant women aged 15-49 years into different groups with distinct demographic, economic, cultural, and social characteristics and then analyses contraceptive use pattern in each group separately. The approach is different from the regression-based approach that is commonly used for analysing marginal effects of characteristics of women on contraceptive use [11] . Classification modelling allows exploring varied factors potentially influencing use of different contraceptive methods. There are no restrictions or limitations on the structure of independent variables included in classification modelling. The classification analysis presented in this paper is based on the application of classification and regression tree (CART) algorithm [12] . It is a nonparametric technique that divides the entire population into different subgroups in a manner that maximises within group homogeneity. It is an iterative process that sorts data in terms of the dependent variable into mutually exclusive categories based on the predictor or independent variable that causes the most effective split on the basis of a measure of similarity-that variable is selected first for the purpose of classification which produces highest similarity. The process continues till perfect similarity is obtained or stopping rules are met [13, 14] .
CART produces a classification tree which is turned upside down and built from the root at the top towards leaves at the bottom. Every node in the tree represents a test of some case attributes. A path that leads from root to leaf represents a classification rule that describes associations in the data [14] . The extent to which a group is not a homogenous subset of the population is an indication of impurity of classification. A subgroup in which all cases have the same value for the dependent variable is a homogenous group and is termed as "pure. " CART also calculates a measure of impurity in case a class or group of the population is not "pure. " There is a number of impurity measures used for the purpose but the most commonly used one is the Gini coefficient which has been used in the present analysis. CART produces very large disaggregation of the original population and, to simplify the results, it prunes the large classification tree through cross validation, thereby avoiding overfitting. The process also produces a cross-validation error rate from which the optimal tree is selected.
CART has a number of advantages as an exploratory data analysis procedure. It makes no assumption about the distribution of dependent or independent variables. Application of CART does not assume any kind of statistical distribution of the variables included in the analysis. Moreover, explanatory variables in CART can be a mix of categorical, interval, and continuous variables which makes the approach very versatile. Another advantage of CART is that results of the analysis are not at all affected by outliers, colinearity, heteroscedasticity, or distributional error structures that normally affect parametric procedures.
The Classification Tree
We have used the CRT subroutine of the Tree procedure in SPSS software in the present analysis. The dependent variable was "use of a contraceptive method" which was categorised as no use (0), terminal methods (1), modern spacing methods (2) , and traditional methods (3). The independent variables included number of surviving children (0, 1, 2, and >2), household standard of living (very low, low, average, high, and very high), religion (Hindu, Muslim, and others), years of schooling of the women and their husbands (0, 1-8, 9-12, and >12), and residence (rural and urban). Prevalence of different contraceptive methods and contraceptive method mix varies widely across these categories as may be seen from Table 1 .
The classification table generated through the application of CRT subroutine is given in Table 2 . The first split of 555,665 currently married, nonpregnant women aged 15-49 years was on the "number of surviving children" which divided women into two groups-women having at least two surviving children (76.7 percent) and women having either no or one surviving child (23.3 percent). Contraceptive prevalence in the two groups was around 26 percent and more than 68 percent, respectively.
At the second level, women having either no or one surviving child were split again on the "number of surviving children" into women having one surviving child (14.8 percent) and women having no surviving child (8.5 percent). Contraceptive prevalence in the first group was 36 percent compared to 8 percent in the second group. On the other hand, women having at least two surviving children were split on "religion" into Muslim women (8.9 percent) and women belonging to Hindu and other religions (67.8 percent). Contraceptive prevalence in the first group was around 53 percent compared to more than 70 percent in the second group.
At the third level, Muslim women were split on "household standard of living" into women belonging to households with very low and low standard of living (2.7 percent) and women belonging to households with at least average standard of living (6.2 percent). Contraceptive prevalence in the first group was 40 percent compared to almost 59 percent in the second group. There was no further splitting of Muslim women belonging to households with very low and low standard of living as the desired level of purity was achieved. On the other hand, Muslim women belonging to households with at least average standard of living were further split on "women's years of schooling" into women with no schooling (2.9 percent) and women with some schooling irrespective of number of years of schooling (3.3 percent). The contraceptive prevalence in the first group was around 53 percent compared to 65 percent in the second group. Finally, Muslim women with some schooling were further split on "residence" into women residing in the rural areas (1.7 percent) and women residing in the urban areas (1.6 percent). Contraceptive prevalence in the first group was 61.5 percent compared to 67.6 percent in the urban areas.
Like Muslim women with at least two surviving children, Hindu women and women of other religions having at least two surviving children were also split on "household standard of living" into women belonging to households with very low and low standard of living (24.7 percent) and women belonging to households with at least average standard of living (43.1 percent). Contraceptive prevalence in the first group was 58.8 percent compared to 76.7 percent in the second group. Next, Hindu women belonging to households with very low and low standard of living were further split on "religion" into women of other religions (2.3 percent) and Hindu women (22.3 percent). The contraceptive prevalence in the first group was 46.6 percent compared to 60 percent in the second group. On the other hand, there was no further splitting of women belonging to households with at least average standard of living. Finally, Hindu women were split on "household standard of living" into women belonging to households with low standard of living (11.8 percent) and women belonging to households with very low standard of living (10.5 percent). The contraceptive prevalence in the first group was 64.1 percent compared to 55.4 percent in the second group. Further splitting of women from other religions was not possible.
Similarly, women with one surviving child were split on "household standard of living" into women belonging to households with very low, low, and average standard of living (7.2 percent) and women belonging to households with high International Journal of Population Research 5 International Journal of Population Research and very high standard of living (7.6 percent). Contraceptive prevalence in the first group was 24.6 percent compared to 46.5 percent in the second group. Further splitting of women with one surviving child and belonging to households with very low, low, and average standard of living was not possible as the desired level of purity in the group was achieved.
On the other hand, women belonging to households with high and very high standard of living were further split on "household standard of living" into women belonging to households with high standard of living (3.3 percent) and women belonging to households with very high standard of living (4.4 percent). Contraceptive prevalence in the first group was 39.2 percent compared to 51.9 percent in the second group. Finally, women belonging to households with very high standard of living were further split on "women's years of schooling" into women with no schooling or up to 12 years of schooling (3 percent) and women with more than 12 years of schooling (1.4 percent). Contraceptive prevalence in the first group was 48.9 percent compared to 58.6 percent in the second group.
The classification tree has 25 nodes. In 16 nodes, the classification variable was "no use" and in 8 nodes "use of terminal methods. " In only one node, the classification variable was "use of modern spacing methods. " The classification process correctly classified about 63 percent of nonusers and almost 80 percent of users of terminal methods. The overall proportion of correct classification was around 59 percent. The most important characteristic of women influencing the contraceptive use was the number of surviving children, while the least was the residence. Compared to the number of surviving children, importance of husband education was found to be less than 6 percent while that of the residence was less than 2 percent (Table 3) . Even the influence of household standard of living, religion, and education of the woman on the contraceptive use was found to be not more than one-fifth of the influence of the number of surviving children on the contraceptive use.
Out of the 25 nodes of the classification tree, 13 are terminal nodes or "leaves. " Women in each of these terminal nodes have distinct social, economic, cultural, and demographic characteristics and distinct pattern of contraceptive use. Women representing these nodes also vary in size. Currently married, nonpregnant Hindu women and women of other religions, aged 15-49 years, having at least two surviving children and belonging to households with at least average standard of living constitute the largest group accounting for more than 43 percent of all women included in the analysis. By contrast, currently married, nonpregnant women aged 15-49 years, having one surviving child, belonging to households with very high standard of living and having more than 12 years of schooling are the smallest group accounting for just 1.4 percent of all women.
Patterns of Contraceptive Use
The pattern of contraceptive use differs across 13 mutually exclusive groups of women generated through the classification model with the prevalence of contraception ranging from just around 8 percent to almost 77 percent (Table 4) . Among women with at least two surviving children, contraceptive prevalence varies by standard of living of the household, by religion and, in some categories, by women's years of schooling and residence. Among women with one surviving child, contraceptive prevalence varies by household standard of living and, in one category, by women's years of schooling but not by religion or residence or husband's years of schooling. On the other hand, contraceptive use among women with no surviving child is invariant of any of the six characteristics of women. Similarly, prevalence of terminal, modern spacing, and traditional methods of contraception also varies across 13 groups of women. The intergroup variability in the contraceptive prevalence is the largest in case of terminal methods but smallest in case of traditional methods. In case of modern spacing methods of contraception, the intergroup variability is found to be very similar to that in case of terminal methods. The contraceptive method mix also varies across the 13 groups of women identified through classification modelling which suggests that preferences and choices of the 13 groups of women as regards use of contraception vary widely (see Table 5 ). At least 80 percent of Hindu women, having at least two surviving children and belonging to households with low and very low standard of living, were using a terminal method of contraception compared to only about 5 percent of Hindu women belonging to households with very high standard of living and having one surviving child. Similarly, more than 70 percent of women belonging to households with very high standard of living, having one surviving child and more than 12 years of schooling, were using a modern spacing method of contraception compared to only about 8 percent of Hindu women belonging to households with low and very low standard of living and having at least two surviving children. On the other hand, almost 40 percent of women having no surviving child were using a traditional method of contraception compared to only 9 percent of nonMuslim women, having at least two surviving children and belonging to households with at least average standard of living.
It is also obvious from the analysis that the distribution of contraceptive users across 13 mutually exclusive groups is highly unequal. This inequality is the result of both size of the group and the pattern of contraceptive use in each group. For example, women with no surviving child account for more than 8 percent of all women included in the analysis but only about 1 percent of all contraceptive users. Similarly, women with one surviving child account for around 15 percent of all women but just 9 percent of all contraceptive users. By contrast, women with at least two surviving children account for 77 percent of all women but almost 90 percent of all contraceptive users. In case of terminal methods of contraception, this proportion is more than 97 percent but only 72 percent in case of modern spacing methods and 75 percent in case of traditional methods. Similarly, inequality in contraceptive users across households with different standard of living and religious groups is also evident from the analysis.
Discussion
The classification model presented in Figure 1 reflects the demand side concerns and supply side constraints of contraceptive use in India. The demand side concerns are reflected in terms of low to very low prevalence of contraception among women who are in the early stages of their reproductive life-women who are in the process of building their family. Low to very low contraceptive prevalence among women having either no or one surviving child may be due to a host of factors which can be grouped into three broad categories:
(1) desire to plan the family or, more specifically, desire to postpone the pregnancy, (2) willingness to translate the desire into concrete action, and (3) ability of women to actually act. There may be a situation where women may be having latent desire to postpone the pregnancy but they may not have the will necessary for translating the latent desire into specific action. On the other hand, women may be willing to postpone the pregnancy but they may be constrained by a range of social, cultural, and supply side factors to take specific action that actually leads to postponement of the pregnancy. For example, newly married women may be willing to postpone their first pregnancy but they may be constrained to take specific action because of the family and social pressure to prove their fertility. Similarly, women having one surviving child may be willing to postpone their next pregnancy by using a modern contraceptive method but they may be constrained by no or irregular supply of the method. Although the evidence is sparse, yet low to very low prevalence of contraception among women having no or one surviving child in India has been attributed more to such factors as lack of knowledge and a range of social and cultural factors but less to factors related to the supply of modern spacing methods of contraception. The very fact that 40 percent of the contraceptive users with no surviving child were relying upon traditional methods of contraception to meet their family planning needs substantiates this observation. A recent study carried out in five states of the country has however revealed that there is substantial demand for contraception among young married women to postpone their first pregnancy but only a small proportion of these women use any contraception [15] . It appears that young married women who are in the process of their family building do not have either the resolve to go for contraception to postpone the pregnancy or their resolve is road-blocked by supply side factors. It is however not clear how much of the unmet need of contraception among young married women is due to the lack of resolve to practice contraception and how much of the unmet need is due to supply side factors.
The pattern of contraceptive use has been found to be highly sensitive to household standard of living irrespective of the number of surviving children and religion. The richpoor gap in contraceptive use is large because of the rich-poor gap in the use of modern spacing methods which is more than four times higher in women belonging to households with very high standard of living as compared to women belonging to households with very low standard of living. The very substantial rich-poor gap in the prevalence of modern spacing methods of contraception reflects the fact that access of women to modern spacing methods of contraception increases with the increase in the household standard of living. At the same time, it may also be argued that women belonging to households with low to very low standard of living may be more interested in producing the desired number of children quickly and then go for a terminal method to stop childbearing altogether simply because they may not have the capacity to plan or space the family either because of the lack of knowledge or because of family and society pressure or because of the inability of the family planning services delivery system to ensure regular, uninterrupted supply of modern spacing methods to these women. Obviously, any effort to encourage women belonging to households with low standard of living to space births must be associated with an efficient family planning services delivery system. If the efficiency of the system is poor, any effort to embrace women to space births may largely remain nonproductive. In this context, the present analysis reflects poor efficiency of the family planning services delivery system in the country to ensure supply of modern spacing methods of contraception especially to women belonging to households with low to very low standard of living.
The analysis, surprisingly, reveals limited influence of schooling of women and their husbands on contraceptive use. Similarly, the influence of residence has also been found to be confined to educated Muslim women belonging to households with high to very high standard of living. The reason is that personal characteristics of women are highly correlated with household standard of living. In fact, religion and household standard of living dominate the pattern of contraceptive use. The effect of religion is limited to women with at least two surviving children, whereas household standard of living influences all women except women with no surviving child.
Among Hindu women and women of other religions belonging to households with at least average standard of living, the prevalence of contraception is found to be the highest among all women groups identified in the present analysis. More than two-third of these women are practising contraception and, among the users, three-fourth have adopted terminal methods of contraception to stop childbearing. These women also constitute the largest group accounting for more than 43 percent of all currently married, nonpregnant women aged 15-49 years. Because of its sheer size, the pattern of contraceptive use in this group largely determines the pattern of contraceptive use in the country as a whole. The contraceptive use pattern in this group of women is dominated by terminal methods of contraception. Very high contraceptive prevalence among women belonging to this group suggests that the family planning services delivery system is able to meet most of the family planning needs of these women. Since all women in this group have at least two surviving children, family planning needs of these women may be assumed to be primarily related to birth limitation. This means that the family planning services delivery system in the country is relatively more effective in meeting birth limitation needs of women rather than birth spacing needs.
There appears some type of stigma against terminal methods of contraception among Muslim women irrespective of their education, place of residence, and household standard of living. Although aversion to terminal methods of contraception appears to decrease with the increase in the household standard of living and women's education, yet it clearly persists in Muslim women. By contrast, prevalence of both modern spacing methods and traditional methods is comparatively more among Muslim women belonging to households with at least average standard of living as compared to their Hindu counterparts. The stigma against terminal methods of contraception is also apparent among women of other religions belonging to households with low to very low standard of living.
On the whole, there are only four groups of currently married nonpregnant women aged 15-49 years where the contraceptive prevalence is found to be more than 60 percent although these four groups account for 58 percent of all currently married, nonpregnant women aged 15-49 years. All these women have at least two surviving children and they belong to households with at least average standard of living irrespective of their religion. The only other group of women with a contraceptive prevalence of more than 60 percent is Hindu women belonging to households with low standard of living. Similarly, household standard of living matters most in women having one surviving child as far as contraceptive use is concerned. The contraceptive prevalence among women with one surviving child and belonging to households with average or below average standard of living is less than 25 percent. About one-third of this prevalence is accounted by the use of relatively inefficient traditional methods of contraception.
Conclusions
The conventional approach of analysing determinants of contraceptive use has been exploring the effect of a given characteristic of women on the use of different contraceptive methods using a number of statistical procedures, the most common of which is the logistic regression on the basis of individual level data [16] [17] [18] [19] . In this paper, we have compared contraceptive use among groups of women with distinct demographic, economic, cultural, and social characteristics. The analysis reveals that currently married, nonpregnant women aged 15-49 years in the country can be classified into 13 mutually exclusive groups, each having distinct contraceptive use pattern. These differences in the contraceptive use pattern have important programmatic implementations particularly in the context of universal access to family planning and universal adoption of small family norm. There is a great divide in the pattern of contraceptive use among women with no surviving child, women with one surviving child, and women with at least two surviving children. Similarly, contraceptive use pattern varies by household standard of living and religion of the household. These variations in contraceptive use pattern across different groups of women reflect the skewed demand for and restricted supply of family planning services. Contraceptive prevalence is very low among women with no surviving child and low among women with one surviving child but is quite substantial among women with at least two surviving children. This contraceptive use pattern suggests that the dominating perception across currently married nonpregnant women in India is to produce the desired number of children quickly with little spacing between successive births and then opt for terminal methods of contraception to stop childbearing.
The genesis of the skewed demand for contraception and restricted contraceptive supply essentially lies in India's official family planning programme which had been the mainstay of family planning efforts in the country. Right since its inception in 1952, the programme has focused on birth limitation rather than birth planning. The programme preoccupation with birth limitation also appears to be an important factor in its inability to engage young married women-women in the process of building their familyand enable them to realise their family planning intentions. It has also resulted in highly skewed contraceptive method mix and Hindu-Muslim divide in the contraceptive use pattern. This approach of meeting the family planning needs of women appears to be reaching its limit. Future increases in contraceptive prevalence in India will be contingent upon meeting family planning needs of young married women who are in the process of building their family and not the family planning needs of women who have completed their family building process. Recent studies suggest that the demand for family planning in these women is quite substantial. Family planning services delivery system must meet this demand.
From the policy and programme perspective, the findings of the analysis are significant. In the context of universal access to family planning services, there is a need to enhance the needs effectiveness and increase the capacity efficiency of organised family planning efforts so that these efforts can address specific family planning needs of women with distinct social, economic, and personal characteristics as revealed in the present analysis. The reach of family planning efforts in the country is quite substantial but this reach is virtually confined to specific groups of women. The present analysis suggests that contraceptive preferences of different groups of women are quite different. Very little is known at present about the reasons behind differing contraceptive preferences and choices of different groups of women. It is the need of the time that family planning efforts in India explore the determinants of different contraceptive preferences and choices across different women groups and reinvigorate themselves to address these preferences and choices in an efficient yet cost effective manner.
